A 57-year-old male with follicular lymphoma of mandible presented with clinical and radiographic features suggestive of osteomyelitis. He was treated for his 'infection' over three years. Several biopsies taken from early 2007 to 2009 reported negative for malignancy. Radiographic findings over the same period showed diffuse radiolucent area at the right body/angle mandible that slowly extended anteriorly and posteriorly to his mid-ramus. The lesion had ill-defined borders. Following biopsy and histological examination, the lesion was diagnosed as follicular lymphoma. This case report highlights that malignancies like follicular lymphoma in the mandible can mimic osteomyelitis in the mandible both clinically and radiographically.
cLINIcAL PREsENtAtION
The patient is a 57-year-old male who is residing overseas. He first consulted an oral and maxillofacial surgeon in his home country on 8 th January 2007 for complaint of numbness at his right lower teeth, lower lip and chin (right inferior dental nerve distribution) and tenderness at his lower right wisdom tooth (#48). Orthopantomograph (OPG) (see Fig. 1 ) showed an area of radiolucency at and distal to his #48. It had ill-defined margins. The right inferior dental canal was enlarged. A bone biopsy was done and the histology reported 'no evidence of malignancy' . A diagnosis of osteomyelitis mandible was made. Augmentin was prescribed and patient reported that the neuro-sensory deficit had improved, and the numbness became localised to his right lower lip and chin only.
He continued to see his doctor for complaint of numbness of his right lower lip and chin that never resolved and recurrent pain at his right lower jaw. His wisdom tooth #48 was removed in October 2007 and his non-vital lower second molar tooth was root-filled in January 2008. He underwent further biopsies on 22 nd October 2007 and 11 th February 2009, and both reported negative for malignancy. Over this period, he also had several radiographs and CT scans done in August 2007, May 2008 (see Fig. 2 ) and February 2010. He was treated with antibiotics whenever he presented with symptoms and it seemed to help alleviate his symptoms.
He was seen at National Dental Centre Singapore on 10 th March 2010. Clinical examination revealed fullness over his right body of mandible and this was associated with right submandibular lymphadenopathy. Intra-orally, there was soft tissue swelling of the buccal mucosa at his lower right molars. The swelling was firm and "lumpy". There was neither purulent discharge nor trismus.
IMAGE FINDINGs
An orthopantomograph taken on 2 March 2010 (see Fig. 3 ) showed the diffuse radiolucent area at the right body/angle of the mandible had extended anteriorly to the premolars region and posteriorly to his mid-ramus. The lesion had ill-defined borders. The inferior dental canal was enlarged. cLINIcAL PROGREss A tentative diagnosis of chronic osteomyelitis was made and a biopsy was scheduled on the same day. Under general anaesthesia, the lower right second molar was extracted. It was noted that the surface of the right mandible was rough, pock-marked and the bone was poorly formed and could be easily scrapped off. The intra-medullary space housed soft tissue mass as well as bits of bone-like tissue. The biopsies were taken from the intra-medullary space as well as from the buccal soft tissue swelling. The right inferior dental and mental nerves were left intact. Swabs were taken for Gram stain and AFB smear, and tissue removed for bacteriological examination for aerobic, anaerobic organisms, as well as mycobacterium.
Histopathology report revealed Involved B-cell Lymphoma and Follicular Lymphoma, WHO Grade 3A. The swabs taken grew Eikenella Corrodens, sensitive to Augmentin.
The patient was referred to a medical oncologist. Following further investigations, the lesion was found to be a primary tumour with no other nodal or extra-nodal involvement. The prognosis was deemed good and chemotherapy with a Rituximab-based regimen was recommended. The Eikenella Corrodens infection was treated with a two-week course of oral Augmentin.
DIscUssION
Osteomyelitis is an infection of the bone or bone marrow. Entry of microorganisms (most commonly Staphylococcus aureus) into the bone can be via the bloodstream, or arise from a local infection such as a non-vital tooth or infected fracture site or from a penetrating trauma. The infection triggers leukocytes and their release of enzymes which lyse the surrounding bone and cause pus production. This increases the intraosseous pressure which in turn, impairs blood flow, resulting in chronic ischaemic necrosis. Subsequently, areas of devitalised, necrotic bone known as sequestra develop.
The diagnosis of osteomyelitis of the mandible is often from clinical history, features as well as imaging such as OPG and CT scans. An early osteomyelitis of the mandible may show normal (Note: Lesinal should be spelt as lesional. The spelling error is inherent in the x-ray and is much regretted.) Fig. 2 . Radiolucent lesion with ill-defined margins at right body/ angle mandible had extended to involve the roots of the second molar tooth (root-filled). The lower right wisdom tooth had been extracted. The inferior dental canal is enlarged. Fig. 3 . Radiolucent lesion with ill-defined margins at right body/angle mandible had extended anteriorly to the premolar region and posteriorly to the mid-ramus. The inferior dental canal is enlarged.
Imaging
Proceedings of Singapore Healthcare  Volume 21  Number 1  2012 radiographic appearance. When osteomyelitis progresses, the radiographic appearance is generally that of an irregular radiolucent pattern with ragged borders 1 . The inferior dental canal may or may not be enlarged. Bacteriological studies are helpful to determine the causative micro-organisms. A histological diagnosis is also important as intra-osseous malignancies such as lymphoma, osteosarcoma, multiple myeloma, etc may mimic osteomyelitis radiographically. Indeed in those cases of osteomyelitis that present with a paraesthesia, malignancy is even more suspected 1 .
The treatment of osteomyelitis often involves eliminating the source of infection, surgical debridement to remove all necrotic tissue, and long-term antibiotics. Occasionally, resection of the involved jaw bone is necessary and this may require reconstruction.
Follicular lymphoma is the most common indolent non-Hodgkin's lymphoma (NHL) and the second most common form of NHL overall in the United States and Europe, comprising 22% of all NHLs 2 with Grade I subtype being the most common 3 . Unlike some forms of NHL, follicular lymphoma is slow growing and thus may not require treatment for several years. Nearly everyone diagnosed with follicular lymphoma is an adult, with the average age at diagnosis being 60 years and it is slightly more likely to be diagnosed in women than men 2 . It is less common among Asians and Blacks than among people of other ethnicities.
The initial symptoms of follicular lymphoma include painless swelling in one or more lymph nodes, particularly in the neck, armpit or groin areas. Often, patients with follicular lymphoma complain that their lymph nodes have been swollen for a long time; the size may increase and decrease several times before they seek medical attention.
Making a diagnosis for follicular lymphoma can prove to be challenging due to its slow-growing and silent nature. In addition, the clinical presentations may vary. In this case report, its clinical and radiographic presentation in the mandible drew several similarities to mandibular osteomyelitis. Furthermore, the patient seemed to respond to intermittent antibiotic therapy.
cONcLUsION It is important that the clinician is aware that intra-osseous malignancy in the mandible may mimic mandibular osteomyelitis in its clinical and radiographic presentations. Biopsy of a suspected lesion is an important treatment modality and the biopsy should be taken from the intra-medullary space. In those cases of osteomyelitis that present with paraesthesia, the index of suspicion for a malignancy is raised.
